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Today, breast conserving surgery among women with different stages of breast cancer is increasing. In addition, these
operations do not differ in oncological radicality and do not show differences in relation to survival compared to mas-
tectomy, but their cosmetic and psychological benefits are significant. In search of a balance between the risk of local
recurrence and cosmetic results in surgical interventions in breast cancer, new surgical variants were introduced — a
combination of breast conserving surgery with plastic surgery, so-called oncoplastic surgery.

Oncoplastic surgery has been widely developed in the surgical treatment of breast cancer in the last decade. In oncoplas-
tic breast surgery, the tumors of the upper-inner quadrant of the breast are problematic and require more attention of
the surgeon. In these cases the size and location of the tumor are two important factors for the post-operative cosmetic
outcome.

In this article we introduce a modified dermoglandular rotation flap technique, which can be applied for relatively large
tumors of inner quadrant of the breast without surgery of the contralateral breast for symmetrical effect. With this tech-
nique, a larger breast tumor could be removed without compromising the breast appearance.

An important aspect of breast conserving surgery is preoperative evaluation of the clinical and biological features of the
tumor as well as the morphological aspects of tumor allow the surgeon to make a decision if a conservative is possible and
select the most effective oncoplastic surgical technique. Oncoplastic techniques may improve cosmetic view and patient
satisfaction without compromising the oncological outcomes, which is confirms the clinical utility of this approach to the
surgical management of patients with breast cancer.

The article also presents clinical cases — 46 years old patient with left breast cancer (stage I cTINOMO pT1NOMO0) and
a patient of 42 years old with right breast cancer (stage I cTINXMO0 pT1NOMO) in the treatment of which the described
technique was applied.
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MnaHyBaHHS Ta 0COG/IMBOCTi BAKOHAHHSl OHKOMJIACTUYHUX OnepaLii Npu paky rpyaHoi 3aso3v
A. A. CamyceBa, P. B. Jllo6oTta, B. B. 3aiivyyk, O. B. MloHomapboBa, . I. Jlo6oTa

Ha choroji 3pocrae 1momyaspHicTh opranosbepiranibHuX orepariil Ha TPyAHUX 3a/03aX cepejl KiHOK i3 paHHIMU CTalissMu
paky TpyaHoi 3amo3u. Kpim toro, 11i onepaiiii He Bifipi3HAIOTHCS OHKOJIOTIYHOIO PAAUKAJIBHICTIO T HE IEMOHCTPYIOThH Pi3HUIL
CTOCOBHO ITOKAa3HUKIB BUKMBAHHSA ITOPIBHAHO 3 MACTEKTOMI€IO, O/JHAK IXHI KOCMETUYHI Ta IICUXOJIOTIYHI IIepeBaru € CyTTEBU-
M. Y norrykax OajaHcy MisK PU3MKOM MiCIIEBOTO PEIUMBY Ta KOCMETUYHUME PE3yJIbTaTaMU [PU XiPYPridHUX BTPYUAHHSIX
MIPY paKy rpyAHOI 3aJ031 OyJIM 3aMpoBa/KeHi HOBI XipypriuHi BapiaHTH — MMOEAHAHHS opraHo36epiragbHoi omepariii 3 MeTo/1a-
MM IIJIACTUYHOIL Xipyprii, Tak 3BaHi OHKOIIACTUYHI Ollepartii.

3a OCTaHHE JIeCATUPIUYS IIMPOKOTO PO3BUTKY Y XipyprivHOMY JIiKyBaHHI paKky TPy/IHOI 371031 OTPUMAJa caMe OHKOILIIACTHY-
Ha xipypris. [Ipy OHKOIIACTHYHUX OTIEPAIlisIX Ha TPYAHIN 321031 MYXJIUHN BEPXHBOBHY TPIIITHBOTO KBAJPAHTA € 0COOIUBO MPO-
GJIeMHUMMY | BUMAraroTh GiJIbIIoi yBaru Xipypra. Y 1bOMy BUIIAKY PO3MIp i po3TallyBaHHsI ITyXJIUHU — JBa BaKIUBI (hakTopH
JUIS TicatsionepaliifHoro KOCMeTUYHOTO pe3ybTary.

Y crarri npezpcraBieno MoandiKoBaHy TEXHIKY 3 BUKOPUCTAHHAM JIEPMOIVIAH/YJIAPHOTO POTAIiifHOTO KJIAITS, KA MOXKe
Gy TH 3aCTOCOBAHA /LISl BIZIHOCHO BEJIMKUX IIYXJIMH BHYTPIIIHBOIO KBaJPAHTA IPYAHOI 3271031 O€3 XipyprivHoro BTpydYaHHs Ha
KOHTpasIaTepaIbHill IpyHill 321031 it cuMeTpu3aitii. 3acTOCyBaHHS I[i€] METOAUKHU [I03BOJISsIE 30€PErTU IPYAHY 3103y TIPH
6iIbIINX PO3Mipax MyXJIMHU G€3 MIKOJN ISt 30BHIIIIHBOTO BUTJISILY TPYIHUX 3a7I03.

BaskimBUM ejieMeHTOM OpraHo36epirajabHOrO XipypriuHoro JiKyBaHHS € repeolepalliiiie OliHIOBaHHST KIiHIKO-010/10TTuHIX
0cobamBOCTEN Ta MOP(OJOTTYHUX ACHEKTIB IyXJIMHH, 110 JA03BOJISE Xipypry NPUUHATH PillleHHs TIPO MOKJIMBICTDh KOHCEpBa-
THUBHOTO JIKYBaHHsI Ta BUOPATH HAWOIIBIT eeKTUBHY OHKOTIACTHYHY Xipypriuny TexHiky. OHKOIIaCTHYHI omepartii MoKy Th
MOKPAIUTU KOCMETUYHUIA e(heKT Ta 3a0BOJIEHICTh MAIIEHTIB 6€3 MKO/IM U OHKOJOTIYHUX PE3yJIbTATiB, 10 MiATBEPAKYE
KJIIHIYHY KOPUCHICTb 1[bOTO IiJIXO/Y /10 XipypriuHOTO JIiIKyBaHHS MAIIEHTIB 3 PAKOM TPYAHOI 3aJ103U.

VY crarTi HaBezeHO KITiHIUHI BUNAAKN — MaiienTk 46 pokiB i3 pakoM siBoi rpyanoi 3amo3u (crazmis I cTINOMO pTINOMO) Ta
XBOPOI 42 pokiB i3 pakom nipaBoi rpyaHoi 3a103u (crazis I cTINXMO pTINOMO), y sikyBaHHI SKUX 3aCTOCOBYBAJIN OTMCAHY
METOAUKY.

Kntouoei caoea: pax zpyonoi 3anosu, opzanosbepizaivii onepauii, 6epxuvo6Hympiuttiil K6aopanm.
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he priority area of the surgical treatment of breast can-

cer (BC) today is breast-conserving surgery (BCS),
which is no less effective than mastectomies. Overall sur-
vival and disease-free survival after a previous BCS are
equivalent to mastectomy, but BCS is associated with a
higher quality of life for patients, improves psychosocial
adaptation after treatment, and satisfaction with relation-
ships or sexual life [1-4, 5].

The history of breast cancer surgery began with muti-
lating operations, which caused not only physical disor-
ders in patients, but also mental disorders. This led to the
impossibility of rehabilitation and social adaptation of
such patients [6]. With the development of medicine, the
operations caused less traumatizing consequences, but
the problem remains relevant today. This is due to the
fact that in some cases, in the presence of large size tumor
and/or a small volume of the breast, BCS may be con-
traindicated due to the expected unsatisfactory aesthetic
outcomes as a result of deformation. Oncoplastic surgery
is especially important for young patients, in which case
mastectomy causes an insurmountable psychological
barrier and may cause refusal of treatment. Today, there
are many options for oncoplastic resections. In modern
practice, the term oncoplastic radical resection (OPS —
BCS - oncoplastic surgery — breast conserving surgery)
is used. For the first time the term «oncoplastic surgery»
was proposed by Bostwick III in 1986 [7-9].

This area of surgery has been developed to expand
the capabilities of BCS, reduce the number of reopera-
tions and mastectomies, prevent postoperative breast
deformities. The selection of wrong BCS technique
often causes postoperative deformation of breast. The
problem of choosing an appropriate technique for on-
coplastic resection leads to mastectomy being more
frequently recommended by a doctor. Studies N. Kaur,
et al (60 patients) and K.B. Clough, et al. (101 pa-
tients) showed that in 5-18% of cases when standard
BCS technique was used, the resection margins were
positive, which led to an increase in the number of re-
operations [10, 11].

Fig. 1. Preoperative view, clinical case No.1
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The concept of oncoplastic surgery is based on the
use of the principles of plastic surgery in the process of
reconstructive surgery immediately after wide resec-
tion of the breast tumor with adequate margins. The
aim of such operations is complete tumor resection and
preservation of the natural shape of the breast [12].
Radiation therapy will always be prescribed after on-
coplastic resections as well as after standard BCS in pa-
tients with invasive breast cancer, regardless of other
factors (degree of tumor differentiation, tumor size,
lymph node status, etc.), as ([13].

Case Report

Clinical case No.1:

Patient N., 46 years old, the diagnosis: Left breast can-
cer Stage I cTINOMO pT1NOMO.

The patient was treated at the surgical department
of the Kyiv Municipal Clinical Cancer Center. Primary
data: there is a tumor in the upper-inner quadrant of the
left breast up to 2 cm in diameter, it is palpable as firm,
moderately mobile, bosselated. Skin symptoms are nega-
tive. There are no nodular changes in the right breast. The
nipple and areola are without changes. Axillary lymph
nodes are elastic and mobile. Other groups of regional
lymph nodes are not palpable. The menstrual cycle is
saved. Mammography: a tumor in the upper-inner quad-
rant, 19x12mm in diameter.

Ultrasound: unchanged structure and size of axillary
lymph nodes.

It is decided to perform oncoplastic operation to the
patient. The preoperative marking was made, see Figures
1 and 2. On January 17, 2018, was performed an operation
— oncoplastic resection by the type of reduction mammo-
plasty on the upper-limb with a V - shaped scar.

Result of pathomorphological study: Invasive ductal
carcinoma of the breast, moderately differentiated (G 2),
non special type (NST). In the lymph nodes — sinus histio-
cytosis, lipomatosis.

The tactics of further treatment was discussed at a
council with the surgeons, chemotherapists, radiologists

-

Fig. 2. Preoperative view, clinical case No.1

83



OHKONnori4

Fig. 3. Postoperative view, clinical case No.1

and diagnosticians. The postoperative course of radiation
therapy followed by hormone therapy was recommended
to the patient.

Fig. 3, 4 shows a patient 1 year after left breast onco-
plastic operation.

Clinical case No. 2:

Patient A., 42 years old, diagnosis-Right breast cancer
Stage I cTINxMO pT1INOMO.

The patient was treated in the surgical department of
the Kyiv Municipal Clinical Cancer Center. Primary data:
there is a tumor in the upper-inner quadrant of the right
breast up to 1.5 cm in diameter, is palpable as firm, mod-
erately mobile, bosselated. Skin symptoms are negative.
There are no nodular changes in the left breast. The nipple
and areola are without changes. The right axillary lymph
nodes are tightly elastic, up to 1.5 cm in diameter, mobile;
the left axillary lymph nodes are elastic and mobile. Other
groups of regional lymph nodes are not palpable. The men-
strual cycle is saved.

Fig. 4. Postoperative view, clinical case No.1

Mammography: a tumor in the upper-inner quadrant,
15%10 mm in diameter.

Ultrasound: unchanged structure of axillary lymph
nodes. Single axillary lymph node 14x8 mm in diameter,
suspicious for metastasis.

It is decided to perform oncoplastic operation to the
patient. The preoperative marking was made (Fig. 5 and
6). On January 17,2018, an operation was performed— on-
coplastic resection by the type of reduction mammoplasty
on the upper — limb with a V - shaped scar.

The result of pathomorphological study: Invasive mi-
cropapillary breast carcinoma, moderately differentiated
(G 2). In the lymph nodes there is sinus histiocytosis, focal
fibrosis.

The tactics of further treatment was discussed at a
council with the surgeons, chemotherapists, radiolo-
gists and diagnosticians. The adjuvant chemotherapy
followed by a postoperative course of radiation thera-
py and further hormone therapy was recommended to
the patient.

Fig. 5. Preoperative view, clinical case No.2
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Fig. 6. Preoperative view, clinical case No.2
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Fig. 7. Postoperative view, clinical case No.2

Fig. 7 and 8 show a patient 3 months after right breast
oncoplastic operation. Visually, the breasts differ little in
shape; the subsequent symmetrizing operation of the left
breast was not required.

Discussion

Oncoplastic resections techniques are more complex
than standard BCS techniques and require some skill of
the surgeon [14, 15]. Additionally, oncoplastic resections
are longer in comparison with the majority of operations
of breast cancer, but less traumatic and shorter in duration
in comparison to “flap” reconstructions.

Risk factors include smoking, high body mass index,
diabetes or metabolic syndrome, etc. All these factors
must be considered when surgeon chooses the surgery
tactic, since these risks are common to all operations, but
more significant in oncoplastic resections and reconstruc-
tive operations [16, 17].

Despite the existence of various techniques of onco-
plastic operations [18, 19], at present the algorithm of
choosing oncoplastic resections in cases with problematic
localizations (upper quadrants of the breast) is not stan-
dardized. The basic criteria for choosing a resection tech-
nique are the location and size of the tumor, the estimated
volume of resected glandular tissue and the complexity of
the operation [16, 20]. The available techniques for cases
with such localization of tumor are described in Table.

Operations on breast with tumor in the upper-inner
quadrant are a complex problem due to the small volume
of the tissue, proximity d collet . A simple rotation of the
gland tissues in order to fill the tissue defect that arose af-
ter resection of the sector with a tumor in the upper-inner
quadrant of the breast leads to the rotation of the nipple-
areola complex medially and upwards, which causes a seri-

Fig. 8. Postoperative view, clinical case No.2

ous cosmetic defect [21-23]. The interest in solving this
problem prompted us to review the techniques of onco-
plastic resections for tumors of the upper-inner quadrant
of the breast.

Operation options

One possible option for oncoplastic resection in cases
with localization of tumor in upper-inner quadrant of the
breast is dermoglandular triangular rotation flap (24—26).

Indications:

- BC DCIS, T1-2N0-1MO or yT3N0-1MO;

- Monocentric tumor;

- Slow or moderate tumor growth rate;

- Negative resection margins;

- The ratio of the size of the tumor to the size of the
breast, which allow radical resection of the tumor.

Contraindications:

- BC LCIS, T3-4N2-3M0-1;

- Multicentric tumor;

- Positive tumor margins;

- Inability to conduct a postoperative course of radia-
tion therapy;

- Tumor progression after neoadjuvant chemotherapy.

A relative contraindication can be the presence of mu-
tations in the BRCA 1 and BRCA 2 genes.

Preoperative preparation

Mammography and ultrasound examination of the
breast and regional lymphatic nodes are routinely per-
formed, if necessary, MRI of the breast can be performed.
The planning of the operation is carried out step by step;
before the operation the surgeon makes markup of the in-
cision lines, which allows to correctly plan the operation
and visually demonstrate the future scar lines to the pa-
tient. In addition, the scars on the skin of the breast will
influence the choice of incisions.

Oncoplastic resection techniques for tumors located in upper breast quadrants

Breast quadrant

Top-inner

Round block, S-technique, lower-limb, upper / lower-limbs

Resection technique

The border of the upper

Round block, S-technique, lower-limb, Batwing

Top-outer

Round block, S-technique, lower-limb, thoracodorsal flap.
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Technique

Intraoperative incision is made at the boundary of internal
quadrants of the breast, then tumor sector is removed subcuta-
neously. After examining the margins of the resection and get-
ting the negative margins the surgeon makes an additional inci-
sion in the inferior-inner quadrant. The pyramidal area which
is formed in the lower-internal quadrant of the breast (shown
in brown on Figurel) is de-epithelized to replace the formed
defect later. Then the incision is extended along the submam-
mary fold in the direction of the axillary region. The defect is
closed by rotation of the dermatoglandular flap from the inferi-
or-inner quadrant of the breast. Then, lymphadenectomy is per-
formed from a separate skin incision in the axillary region.

CONCLUSIONS
According to the modern principles of breast surgery,
plastic surgery techniques complement primary oncologi-

cal operations. All of this is aimed at improving the aes-
thetic results and psychosocial rehabilitation of patients.
The advantage of this technique is the relative ease of
implementation, maintaining a good blood supply in the
flap, which minimizes trophic complications in the post-
operative period. Moreover, symmetrizing surgery of the
contralateral breast is rarely needed after this oncoplas-
tic operations. The disadvantage of this technique is the
length of the postoperative scar, which in some cases can
reach to the décolleté.

Data Availability

No data were used to support this manuscript.

Conflicts of Interest

All authors declared that there are no conflicts of in-
terest such as financial interests, affiliations, or personal
interests or beliefs that could be perceived to affect the
objectivity or neutrality of the manuscript.

Information about the authors
Samusieva Anastasiia A. — MD, PhD-student, Department of Oncology, Shupyk National Healthcare University of
Ukraine, Kyiv, Assistant of Professor, Department of Oncology, Bogomolets National Medical University, Kyiv; tel.: (098)

835-38-07. E-mail: a_samusieva@yahoo.com
ORCID: 0000-0003-2222-1683

Liubota Roman V. — MD, Assistant of Professor, Department of Oncology, Bogomolets National Medical University, Kyiv

ORCID: 0000-0002-0278-7893

Zaichuk Vitalii V. — MD, PhD, Associate Professor, Department of Oncology, Bogomolets National Medical University, Kyiv

ORCID: 0000-0001-9311-7221

Ponomarova Olga V. — MD, PhD, Head of Chemotherapy Department N1, Kyiv Municipal Clinical Cancer Center; As-
sociate Professor, Department of Oncology, Shupyk National Healthcare University of Ukraine, Kyiv

ORCID: 0000-0003-3508-6687

Liubota Iryna I. — MD, Chemotherapist, Kyiv Municipal Clinical Cancer Center

ORCID: 0000-0002-3620-8685

BigpomocTi npo aBTOpIB
CamyceBa Anacracist AHpiiBHa — acriipanTtka, kadeapa oukosorii, Harionanpauii yHiBepcuTeT 0XOPOHU 3/10pOB’s1 Y Kpa-
inu imeni [1.JI. Hlynuka, m. Kuis, acucrenTka, kageapa ouxostorii Hanionanbuoro mepuunoro yuisepcurery imeni O.O. Boro-
moJtbitst, M. Kuis; ter.: (098) 835-38-07. E-mail: a_samusieva@yahoo.com

ORCID: 0000-0003-2222-1683

Jio6ora Poman BikTopoBuu — acucrent, kadeznpa onkoJorii, Hauionanpuuii megumunuii yuisepcurer imeni O.0. Boro-

Mobiid, M. Kuis
ORCID: 0000-0002-0278-7893

3aiiuyk Birtaniit Borogumuposuy — notent, kadenpa onkosorii, Harionansnnii megnunumii ynisepcutet imeni O.0. Boro-

MoutbIrst, M. Kuis

ORCID: 0000-0001-9311-7221

IlonomaproBa Ousbra BorogumupiBaa — 3aBinyBauka, ximiorepaneBtuune Bimmitenns Ne 1, KHII «KuiBcbkuit micbkuit
KJIHIYHNI OHKOJIOTIYHUI IIEHTP»; JI01eHT, Kadeapa onkosorii, Harionanbnnit yniBepcuter oXoponu 3710pos’st YKpainu imMeni

ITJI. ynuka, m. Kuis
ORCID: 0000-0003-3508-6687

JoGora Ipuna IropiBua — ximiorepanest, KHII «KuiBcbkuii MichKuil KJIHIYHUIT OHKOJIOTTYHUIA HEHTP>

ORCID: 0000-0002-3620-8685

REFERENCES

1. Huang J, Chagpar A. Factors associ-
ated with decision to undergo contra-
lateral prophylactic mastectomy versus
unilateral mastectomy. Am J Surg.
2019;218(1):170-4. doi: 10.1016/j.amj-
surg.2018.11.040.

2. Anderson C, Islam JY, Elizabeth Hodg-
son M, Sabatino SA, Rodriguez JL, Lee
CN, Sandler DP, Nichols HB. Long-Term
Satisfaction and Body Image After Con-
tralateral Prophylactic Mastectomy. Ann
Surg Oncol. 2017;24(6):1499-506. doi:

86

10.1245/s10434-016-5753-7.

3. Lizarraga IM, Schroeder MC, Jatoi |,
Sugg SL, Trentham-Dietz A, Hoeth L,
et al. Surgical Decision-Making Sur-
rounding  Contralateral  Prophylactic
Mastectomy: Comparison of Treatment
Goals, Preferences, and Psychosocial
Outcomes from a Multicenter Survey of
Breast Cancer Patients. Ann Surg Oncol.
2021;28(13):8752-65. doi:  10.1245/
510434-021-10426-y.

4. Jagsi R, Hawley ST, Griffith KA, Janz

NK, Kurian AW, Ward KC, et al. Contra-
lateral Prophylactic Mastectomy Deci-
sions in a Population-Based Sample of
Patients With Early-Stage Breast Cancer.
JAMA Surg. 2017;152(3):274-82. doi:
10.1001/jamasurg.2016.4749.

5. Huang J, Chagpar A. Active Par-
ticipation in Decision-Making in Con-
tralateral Prophylactic Mastectomy for
Patients With Breast Cancer. J Surg
Res. 2019;242:129-35. doi: 10.1016/].
j55.2019.04.037.

6. Banks WM. A brief history of the opera-
tions practised for cancer of the breast.
Br Med J. 1902;1(2140):5-10. doi:
10.1136/bmj.1.2140.5.

7. Crown A, Wechter DG, Grumley JW.
Oncoplastic Breast-Conserving Surgery
Reduces Mastectomy and Postopera-
tive Re-excision Rates. Ann Surg Oncol.
2015;22(10):3363-8.  doi:  10.1245/
510434-015-4738-2.

8. Wijgman DJ, Ten Wolde B, van Gro-
esen NR, Keemers-Gels ME, van den

REPRODUCTIVE HEALTH OF WOMAN
PENPOJIVKTUBHE 3/IOPOB’A JKIHKI
Net (64)/2023

ISSN 2708-8723 (print)
ISSN 2708-8731 (online)



Wildenberg FJ, Strobbe LJ. Short term
safety of oncoplastic breast conserving
surgery for larger tumors. Eur J Surg On-
col. 2017;43(4):665-71. doi: 10.1016/.
€js0.2016.11.021.

9. Nanda A, Hu J, Hodgkinson S,
Ali S, Rainsbury R, Roy PG. On-
coplastic ~ breast-conserving  sur-
gery for women with primary breast
cancer. Cochrane Database Syst
Rev. 2021;10(10):CD013658.  doi:
10.1002/14651858.CD013658.pub2.
10. Kaur N, Petit JY, Rietiens M, Maffini F,
Luini A, Gatti G, et al. Comparative study
of surgical margins in oncoplastic surgery
and quadrantectomy in breast cancer.
Ann Surg Oncol. 2005;12(7):539-45. doi:
10.1245/AS0.2005.12.046.

11. Clough KB, Lewis JS, Couturaud B,
Fitoussi A, Nos C, Falcou MC. Oncoplas-
tic techniques allow extensive resections
for breast-conserving therapy of breast
carcinomas. Ann Surg. 2003;237(1):26-
34. doi: 10.1097/00000658-200301000-
00005.

12. Down SK, Jha PK, Burger A, Hussien
MI. Oncological advantages of onco-
plastic breast-conserving surgery in
treatment of early breast cancer. Breast

OHKONnori4

J. 2013;19(1):56-63. doi:
thj. 12047.

13. Bali R, Kankam HKN, Borkar N,
Provenzano E, Agrawal A. Wide Lo-
cal Excision Versus Oncoplastic Breast
Surgery: Differences in Surgical Out-
come for an Assumed Margin (0, 1, or
2 mm) Distance. Clin Breast Cancer.
2018;18(5):¢1053-7. doi: 10.1016/j.
clbc.2018.06.004.

14. Chu CK, Hanson SE, Hwang RF,
Wu LC. Oncoplastic partial breast re-
construction: concepts and techniques.
Gland Surg. 2021;10(1):398-410. doi:
10.21037/gs-20-380.

15. Patel K, Bloom J, Nardello S, Cohen
S, Reiland J, Chatterjee A. An Onco-
plastic Surgery Primer: Common Indica-
tions, Techniques, and Complications
in Level 1 and 2 Volume Displacement
Oncoplastic Surgery. Ann Surg Oncol.
2019;26(10):3063-70. doi:  10.1245/
510434-019-07592-5.

16. Weber WP, Morrow M, Boniface
J, Pusic A, Montagna G, Kappos EA,
et al. Knowledge gaps in oncoplas-
tic breast surgery. Lancet Oncol.
2020;21(8):€375-85. doi:  10.1016/
$1470-2045(20)30084-X.

101111/

17. Kollias J, Davies G, Bochner MA,
Gill PG. Clinical impact of oncoplastic
surgery in a specialist breast practice.
ANZ J Surg. 2008;78(4):269-72. doi:
10.1111/j.1445-2197.2008.04435.x.

18. Urban C, Lima R, Schunemann E,
Spautz C, Rabinovich I, Anselmi K. On-
coplastic principles in breast conserving
surgery. Breast. 201;20(3):92-5. doi:
10.1016/S0960-9776(11)70302-2.

19. Bordoni D, Cadenelii P, Omellii M,
Falco G, Accurso A, Gloria A, et al. The
axillary flap in oncoplastic resection of
breast cancers located in the upper-
outer quadrants: a new surgical tech-
nique. BMC Surg. 2019;18(1):21. doi:
10.1186/512893-018-0467-3.

20. Sakina Abidi S, Mushtaque Vohra L,
Rizwan Javed M, Khan N. Oncoplastic
surgery: A suitable alternative to con-
ventional breast conserving surgery in
low - Middle income countries; a retro-
spective cohort study. Ann Med Surg
(Lond). 202;68:102618. doi: 10.1016/].
amsu.2021.102618.

21. Albasri AM, Ansari A, Aljohani AR,
Alhujaily AS. Granular cell tumour of the
breast in a young female: A case report
and literature review. Niger J Clin Pract.

2019;22(5):742-4. doi:
njcp_282_18.

22. Bertozzi N, Pesce M, Santi PL, Rapo-
sio E. Oncoplastic breast surgery: com-
prehensive review. Eur Rev Med Pharma-
col Sci. 2017;21(11):2572-85.

23. Shin ES, Kim HI, Song SY, Lew DH,
Lee DW. Selection of oncoplastic surgical
technique in Asian breast cancer patients.
Arch Plast Surg. 2018;45(1):37-44. doi:
10.5999/aps.2017.00836.

24. Lee S, Jung Y, Bae Y. Dermoglandu-
lar rotation flap with subaxillary advance-
ment flap as an oncoplastic technique for
breast cancer. Breast J. 2020;26(3):420-
6. doi: 10.1111/tbj.13503.

25. Weber WP, Soysal SD, Fulco |, Ba-
randun M, Babst D, Kalbermatten D, et
al. Standardization of oncoplastic breast
conserving surgery. Eur J Surg Oncol.
2017;43(7):1236-43.  doi:  10.1016/.
€js0.2017.01.006.

26. Clough KB, Kaufman GJ, Nos C,
Buccimazza |, Sarfati IM. Improving
breast cancer surgery: a classification
and quadrant per quadrant atlas for
oncoplastic surgery. Ann Surg Oncol.
2010;17(5):1375-91.  doi:  10.1245/
510434-009-0792-y.

10.4103/njcp.

Cmamms nadiiwna do pedaxuii 28.10.2022. — Jlama nepwozo piwenns 04.11.2022. — Cmamms nodana do opyxy 14.12.2022

REPRODUCTIVE HEALTH OF WOMAN
PEIPOJIYKTUBHE 3/[0POB'S KIHKI
Net (64)/2023

ISSN 2708-8723 (print)

ISSN 2708-8731 (online)

87



